10/31/

2017 TUE B:r25 FAX B653942164 Dept of Health

@093/014

PRINTED: 10/30/2017

) FORM Al
Division of Heslth Care F ORMAPPROVED
STATEMENT OF DEFICIENCIFS {¥1) PROVIRFIUSUPPLILIVCLIA MULTIPLE CONETRULTION
AND PLAN OF CORRECTION IBCNTIFIGATION NUMBER: Lwauu.ums: "‘"83;%3&_‘1’&}?’
TNA710 8. WikG 10/18/2017
NAME OF PROVIDER OR SUPPLIER QTREET ADDRESS, CTY. BTATE, ZiP CODE
H08 EAST EMERALD AVE
NHC HEALTHCARE, KNOXVILLE KNOXVILLE, TN 37947
(%43 ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDEY'S PLAN OF GORRECTIQN [X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {UACH CORRECTIVE ACTION SHOULD LE COMPLETE
TAG REGULATORY OR L5C IDEN)I'YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAL
DRFICIENCY)
N 0007 Initlal Comments N D00
An aanual Licensurs survey and investigation of
complaint #40329 was ¢onducted from 10/16/17
through 10718117 at NHC Healthcare Knoxville.
No heaith deficiencies were ¢ited under Chapter
1200-B-8, Standards for Nursing Homes.
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